Factors associated with contraceptive use in rural Nepal: Gender and decision-making. by Mahato, P.K. et al.
Page 1 of 20 
 
Factors associated with contraceptive use in rural Nepal: gender and decision-
making 
 
*Preeti K Mahato1, Zoe A. Sheppard2, Edwin van Teijlingen3, Nisa De Souza4 
 
1.  Centre for Midwifery, Maternal & Perinatal Health, Faculty of Health & Social Sciences, 
Bournemouth House, 19 Christchurch Road, Bournemouth University, Bournemouth BH1 3LH, 
England, UK, Email: pmahato@bournemouth.ac.uk 
2. Dorset County Hospital, Dorchester, UK, Email: Zoe.Sheppard@dchft.nhs.uk 
3.  Bournemouth University, Bournemouth, UK & Manmohan Memorial Institute of Health 
Sciences, Tribhuvan University, Nepal, evteijlingen@bournemouth.ac.uk   




• A secondary analysis was conducted from primary data collected in 2012 as a 
quantitative cross-sectional study in four villages of a hilly district in Nepal. 
• Gender was associated with current/ever use of contraceptives but decision-making was 
not found associated with current/eve use of contraceptives. 
• Socio-economic factors such as husband’s and wife’s education; and indicators showing 
sharing of childcare responsibilities were found to be associated with contraceptive use. 
• Educational, health promotional and family planning programmes involving husbands are 












Introduction: Gender norms and roles influence many decisions related to reproductive health 
behaviours including contraceptive use. There are very few studies related to gender norms and 
decision-making in contraceptive use in Nepal, hence this paper addresses these issues in a 
quantitative study.  
 
Methods: A secondary data analysis of a primary study conducted in 2012 as a quantitative 
cross-sectional study in four villages of a hilly district in Nepal. This study included data that 
were collected from either the woman or the man in 440 couples of childbearing age with at least 
one child. The secondary analysis included (adjusted) regression analysis to investigate factors 
associated with contraception use with the variables of interest being gender roles and decision-
making, whilst considering demographic and socio-economic controls.   
 
Results: The secondary data analysis found gender roles were associated with current/ever use of 
contraceptives as reported by the respondents. Socio-economic factors such as husband’s and 
wife’s education and gender roles such as indicators showing sharing of childcare responsibilities 
affected contraceptive use positively. However, decision making regarding contraceptive use was 
not found to be associated with current/ever use of contraceptives.  
 
Conclusion: Gender has a role in the use of contraceptive, however decision-making may not be 
associated with contraceptive use. Educational, health promotional and family planning 
programmes are recommended to promote use of contraceptives. It is important that husbands 
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Introduction 
Contraceptive use is one of the most effective methods for reducing the number of pregnancies 
and thus benefiting the health and survival of women and children (1). Increased contraceptive 
use decreases fertility which in turn results in lower obstetric risk mainly by reducing unwanted 
pregnancy in women with high parity (1). Contraceptive use has the potential to avert 32% of all 
maternal deaths and nearly 10% of all childhood deaths (2). There are two main types of 
contraceptive methods: modern and non-modern. Hubacher and Trussell (3) define a modern 
contraceptive method as “a product or medical procedure that interferes with reproduction from 
acts of sexual intercourse” (p. 420). The methods that do not fall under this definition can 
alternatively be labelled as non-modern methods (3). In 2015, 64% of women of reproductive 
age worldwide used some form of contraception, however usage was much lower in low-income 
countries (40%). In the same year, 57% of women of reproductive age used a modern method of 
family planning which constituted 90% of contraceptive users (4). In 2017 the modern 
contraceptive prevalence rate among women of reproductive age was 46%, while unmet need for 
modern methods was 22% with less than 1% of growth in modern contraceptive use in Asia 
since 2012 (5). The demand satisfied with modern methods was 68% in 2017 (5). 
 
Studies in low-income countries have shown that gender norms influence contraceptive decision-
making among men and women (6, 7). In such contexts, men are often the primary decision-
makers for reproductive health and behaviours including contraceptive use (6, 8-10). Gender 
roles are strong and are reflected in almost every social institution including family structures, 
household responsibilities, labour markets, health systems, schools, laws and policies (11). 
However, some studies have also shown that women often play the role of contraceptive 
gatekeeper, that is, they initiated the discussion and took decisions about contraceptive use (12). 
Studies have suggested that increasing women’s autonomy and self-esteem is associated with 
higher contraception use (13, 14).  
 
In Nepal, the contraceptive prevalence rate was 53% in 2016 according to a national survey (15), 
with 43% using modern methods. However, there has been no change in modern methods of 
contraception since 2006 which is a matter of concern. The Sustainable Development Goal 
(SDG) number 5 – gender equality, has a specific target related to sexual and reproductive health 
and rights that states “to ensure universal access to sexual and reproductive health and 
reproductive rights” (16). Access to sexual and reproductive health also includes access to and 
use of contraceptives. Being a member of the United Nations, Nepal has adopted the SDGs. 
However, the current situation shows inequity in decision-making among men and women as 
well as gender norms in decision-making and both impact on contraceptive use in Nepal (17). 
The use of modern contraceptive methods was higher among women who participated in one or 
more decisions and negotiated for safer sexual relations (17). Studies in Nepal have indicated 
several factors affecting contraceptive use including spousal communication (18), household 
characteristics, a community’s socioeconomic development, access to modern contraceptives, 
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community level gender norms regarding decision-making for family planning and community 
norms regarding marriage and childbirth (19). However, there is limited literature about the role 
of gender norms and contraceptive decision-making in Nepal. Therefore, this paper explores the 
factors involved in contraceptive use in rural areas of a district in Nepal and specifically focuses 
on the role of gender norms and decision-making. 
 
Material and Methods 
This study involved a secondary analysis of primary data collected in 2012-2013. The first 
author was involved in the primary research and a publication reporting the basic descriptive 
analysis (20). This study reports on further in-depth analyses of these primary data. 
 
The primary research was a cross-sectional study conducted in four village development 
committees (VDCs) of Syangja district, located in the western hilly region of Nepal. A VDC 
used to be the smallest local administrative unit in rural Nepal consisting of a few villages, which 
was replaced by rural municipalities in 2017 (after this research) (21). Proportionate sampling 
was used to identify the sample from each VDC and systematic random sampling was used to 
identify the final participants.  Respondents (n=440) included either partner within the family 
unit (male or female) of reproductive age (15-49 years) who had at least one child of one year of 
age. A structured questionnaire collected various elements including socio-demographic and 
economic characteristics; decision making characteristics regarding pregnancy, contraceptive use 
and birth-spacing; and gender norms related to parenting and childcare. Students were assigned 
as data collectors after providing training and instruction about the study objectives and methods.  
However, there was constant monitoring and supervision of data collectors to ensure validity and 
reliability. The collected data were entered into the Statistical Package for the Social Sciences 
(SPSS) (IBM SPSS Inc., USA).   
 
The initial study was approved by the Research Committee of the School of Health and Allied 
Sciences, Pokhara University, Nepal. No ethical approval was sought for the secondary analysis. 
The authors only had access to anonymous data.   
 
Secondary statistical analysis  
SPSS was used to investigate factors associated with current and ever use of contraception with 
the variables of interest being gender roles and decision-making, whilst considering demographic 
and socio-economic controls. Age was categorised into five-year age groups for consistency with 
similar large-scale surveys e.g. the Demographic and Health Survey (17). Since few women were 
married after 25 years, age at marriage was dichotomised into teenage years (≤ 19 years) and 
above (20+ years), and consistently so for men.  The age difference between spouses was 
collapsed using five years as the cut-off, given this was the approximate value of both the mean 
and median.  Similarly, only 11 participants had been married for 25+ years so duration of 
marriage was collapsed into a binary variable using ten years as the cut-off, given both the mean 
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and median was approximately 9 years.  With regards to socio-economic status, the husband and 
wife’s education was recoded into similar categories - below secondary education, secondary 
education, and above secondary education.  Their occupation was classified into similar 
groupings i.e. service/business versus other.  With regards to the variables measuring gender 
roles, the possibility of ‘role reversal’ was re-coded into ordered groups (possible through to 
impossible).  Since only few (n=12) thought that the husband was the best carer, this group was 
combined with those who thought that both husband and wife were the best carer.  
 
The analysis was based on the variables with complete/imputed data (n=440).  Descriptive 
findings were presented – percentages for categorical variables, and the median with inter-
quartile range for the non-normally distributed data.  As the outcome variables of current and 
ever contraceptive use were dichotomous (no/yes), logistic regression (22) was used to 
investigate the factors associated with these variables.  First each of the variables was entered 
separately into a regression to produce the unadjusted odds ratios.  Then the most meaningful 
variables were adjusted for - as there were 26 variables, only those with a significance level of 
p<0.001 were included in the adjusted model.  Given there was potential for collinearity with 
several of the variables, the variable that explained most of the variance in the data (determined 
by the Nagelkerke R square) was chosen when this was considered to be the case (22).  
          
Findings 
Forty percent of participants (Table 1) reported currently using contraception compared to two-
thirds having ever used contraception (the outcome variables).  With regards to the demographic 
characteristics, nearly two-thirds of the sample was female and half were aged 25-34 years.  
Whilst most wives had been married in their teens (63%), the minority of husbands were (8%), 
highlighting the potential age difference between spouses.  Indeed, just over half of respondents 
had an age difference of at least five years with their spouse.  There was a reasonably equal split 
in the proportion married less than a decade compared to at least ten years.  Nearly two-thirds 
were in a nuclear household and the median desirable family size was the same as the actual 
family size (n=4).  Similarly, the median number of living male children was the same as female 
(n=1) whereas the median number of pregnancies and number of living children was two.  With 
regards to socio-economic characteristics, the majority of both husbands and wives had at least 
secondary education (87.5% and 80.5% respectively).  However, in contrast, nearly three-
quarters of husbands were employed in the service/business industry compared to under a third 
of wives.   
 
Moving to the gender and decision-making characteristics, of particular interest to this study, 
70% thought that childcare was not the sole responsibility of the female.  Indeed, nearly 40% 
thought that the husband provided adequate time for childcare responsibilities.  However, nearly 
a third thought that it was ‘impossible’ for the husband to assume the childcare responsibilities 
with the wife going out to work (‘role reversal’).  Related to this, 70% thought that the wife only 
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was the best carer.  Despite this, over 70% reported discussion between the couple about 
maintaining family size and 41% reported that both spouses would discuss and decide if they 
were in opposition with each other.  Similarly, three-quarters mutually decided about pregnancy 
compared to 64% on the first pregnancy but over 80% about birth spacing.           
 
[Table 1 about here] 
 
Table 2 presents the unadjusted and adjusted findings from the logistic regression of current 
contraceptive use.  Only eight of the 26 variables were not significantly (p≥0.05) associated with 
current contraceptive use – husband and wife’s age at marriage; number of female children; 
husband’s employment; possibility of role reversal; discussion between couple to maintain 
family size and when in opposition with each other, and about birth spacing.  As there would not 
be the power to include the remaining variables in the same model, only those that were highly 
significantly associated with current contraceptive use (p<0.001) were included and where there 
were thought to be issues of potential collinearity, the variable that explained the most variance 
in the data was included – desirable family size over family size, times pregnant, and the number 
of male/female/total children.     
 
The adjusted model indicates that men were three times (Odds Ratio (OR): 3.107, 95% 
Confidence Interval (CI): 1.759-5.490) as likely to report current contraceptive use compared to 
women.  Respondents aged 30-34 years were nearly two-and-a-half times more likely to report 
current use than those aged 20-24 years (OR: 2.406, 95% CI: 1.066-5.428).  However, those in 
joint families were less likely to report current family planning compared to those in nuclear 
households (OR: 0.448; 95% CI: 0.245-0.817).  Desirable family size and husband’s educational 
level became non-significant after adjusting for these other factors (p≥0.05).  In contrast, the 
wife’s education level remained significant and surprisingly those with secondary education 
were less likely to report current use compared to those with below secondary education (OR:  
0.240, 95% CI: 0.107-0.539).  Respondents reporting husbands with the ‘least time’ for childcare 
were over two-and-a-half times as likely to report family planning use at the time of the survey 
than those reporting adequate time (OR: 2.650, 95% CI: 1.225-5.735).  Finally, those reporting 
that both the husband and wife were the best carer were twice as likely to report current 
contraceptive use compared to the wife (OR: 2.076, 95% CI: 1.238-3.479).     
 
[Table 2 about here] 
 
The unadjusted and adjusted results from the logistic regression of having ever used 
contraception are presented in Table 3.  Again, most variables were significantly associated with 
ever use of contraception (p<0.05).  Only six of the 26 variables were found non-significant – 
similarly husband’s age at marriage and occupation but interestingly the majority (four out of 
five) of the decision-making variables were non-significant with this outcome.  Again, as there 
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was not the power to include the remaining variables in the adjusted model, those found highly 
significantly associated with ever contraceptive use (p<0.001) were included, and those with the 
highest Nagelkerke’s R square where there were potential issues of collinearity – this time this 
included the total number of living children over desirable family size, actual family size, and the 
number of times pregnant/males/females.   
 
In the adjusted model, male respondents were twice as likely to report ever use of contraception 
compared to female (OR: 2.188, 95% CI: 1.121-4.272).  However, age, duration of marriage, and 
family type were no longer significant (p≥0.05) when adjusting for these other variables.  With 
each additional child, the odds of ever contraceptive use increased by 107% (OR: 2.065, 95% CI: 
1.373-3.106).  With regards to socio-economic status, husbands with secondary education were 
less likely to report ever use of contraception than those with below secondary education (OR: 
0.135, 95% CI: 0.042-0.436).  Moving to the gender roles of particular interest to this study and 
more intuitive was that those who thought that women should not have the sole childcare 
responsibilities were nearly three times as likely to report ever contraceptive use compared to 
those who thought they should (OR: 2.760, 95% CI: 1.494-5.101).  However, there were mixed 
findings with regards to time provided by the husband for childcare. 
 
[Table 3 about here] 
        
Discussion 
Many factors were found to be associated with both current and ever use of contraception and 
indeed there was some similarity in the variables associated with each of these outcomes.  
Gender roles seemed to be of importance to both current and ever use of contraception, more so 
than decision-making.  
 
Gender roles 
This study found that a greater part was played by gender roles in determining use of 
contraceptives among the couples. Our finding agrees with existing literature that gender may 
play a role in the use of contraceptives (10, 23, 24). However, the results also contradicted other 
research which reported no role of gender in use of contraceptives (25). The results of this study 
imply that the government should involve men along with women while conducting family 
planning programmes and health promotion interventions. Nanda et al. (24) report that more 
equitable gender attitudes mean more use of contraception by women, therefore the programmes 
aimed at family planning should involve both men and women. Although this study did not 
measure gender attitudes separately for men and women as by Nanda et al. (24), the majority of 
the participants in our study were women (64.8%). In this study gender roles were found to be 
significant in the findings of both current and ever use of contraception. Similarly, programmes 
that integrated a gender perspective into interventions to prevent unintentional pregnancies were 
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found to be successful in Nepal (26, 27). This suggests involvement of both genders in family 
planning programmes would be helpful in increasing contraceptive use. 
 
Decision-making 
There is less evidence that the decision-making process is associated with contraceptive use.  
This is contrary to other studies which have shown that contraceptive use is affected by decision-
making with regards to contraceptive use by men (14).  Our finding is not easy to explain as 
Gurung and Acharya (28) reported very high levels of violence against women in Syangja 
District, which they blamed on patriarchy. However, one study in the United States reported that 
decision-making regarding contraceptive use is not made by men but by women themselves who 
act as contraceptive gatekeepers (12). Another study also reported 29% more contraceptive use 
in the community where women commonly had unilateral control over household decisions (29). 
This suggests that women should be supported in their decision-making related to household 
matters and also contraceptive use.  
 
Socio-economic factors 
Socio-economic factors were associated with current and ever use of contraception – both 
husband and wife’s education for current use, and husband’s education for ever use. Similar to 
this study, a study in India (25) and another in Iran (30) reported the role of socio-cultural factors 
especially husband’s and wife’s education level in determining the use of contraceptives. 
However, it is a matter of concern that in this study wives with secondary education were less 
likely to report current use than those with below secondary education – the same for husbands 
with ever use. This requires further exploration as studies in Guatemala (31) and Angola (32) 
reported increased use of contraceptives with increase in education level, contrary to the findings 
of this study.  
 
Those aged 30-34 years were found to be more likely to report current use of contraceptives than 
those aged 20-24 years.  This was similar to a study in USA (33) where older women aged 25-34 
years were more likely to report current use of contraceptives than younger women. However, 
the findings of this study were opposite to what the study in Iran (30) reported where younger 
women were more likely to use modern contraceptives than older women and in Bangladesh 
where contraceptive use decreased with age (34). The findings of this study suggest that in order 
to prevent unintended pregnancy, younger people aged less than 25 years need to be targeted.  
Policy makers need to provide educational programmes for this age group focusing on the 
importance of contraceptive use and dangers of unintended pregnancy. 
 
Child rearing 
Where men were seen as sharing the responsibility of rearing a child (e.g. ‘both the husband and 
wife were the best carer’), the respondents were more likely to report current use of 
contraceptives. This could be related to women being given more autonomy and men sharing the 
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responsibility of rearing a child along with women. This can be explained by the fact that the 
district of ‘Syangja’ where the research was carried out has half the poverty rate of Nepal overall  
(11.8% in Syangja, 23.48% in Nepal) (35) and the people of Syangja who have completed 
secondary level of education is about 1.3 times higher than the rate in Nepal (15.2% in Syangja, 
11.54% in Nepal) (36).The odds of ever use of contraceptives increased with each additional 
living child as in a study in South Africa where use of contraception increased with one or more 
children than no child (14). 
 
Strengths and limitations 
There are several strengths and limitations of this study. The primary analysis only showed that 
mutual decision-making on reproductive behaviour existed, but it was based only on descriptive 
findings.  However, this study found little association between contraceptive use and decision-
making once other factors were controlled for in logistic regression analysis. Also, the primary 
study did not focus on gender norms and use of contraceptives but mostly on decision-making. 
On the contrary this secondary analysis found an association between gender and use of 
contraceptives. Although the primary analysis found that gender norms were changing based on 
the decision-making characteristics (20), the results of this secondary analysis indicate that 
decision-making may work through gender roles in determining contraceptive use. The main 
limitation of the study is that only associations could be determined rather than causal 
relationships.  However, this study emphasises the need for gender and age-specific education 
interventions about the benefits and utility of contraception. 
  
Conclusion 
This study’s findings convey that gender plays a role in the use of contraceptives.  However, 
there is less evidence that the decision-making process is associated with the use of 
contraceptives. Indeed, it could be that decision-making is working through gender which 
requires further exploration. Since gender roles affect contraceptive use, there is a need for the 
government to introduce educational programmes that can help increase uptake of 
contraceptives. Similarly, health promotion interventions and family planning programmes 
involving husbands along with their wives need to be introduced so that they are encouraged to 
get involved in discussions related to contraceptive use. 
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Table 1: Contraceptive use, demographic characteristics, socio-economic characteristics, 
gender characteristics, and decision-making characteristics (n=440) 
Variable Categories Frequency Percentage 
Outcome variables    
Currently using contraception Yes 177 40.2 
 No 263 59.8 
Ever use of contraception Yes 288 65.5 
 No 152 34.5 
Demographic characteristics    
Sex Female 285 64.8 
 Male 155 35.2 
Age group  20-24 years 84 19.1 
 25-29 years 111 25.2 
 30-34 years 111 25.2 
 35-39 years 71 16.1 
 40+ years 63 14.3 
Husband’s age at marriage Teenage years 35 8.0 
 20+ years 405 92.0 
Wife’s age at marriage  Teenage years 277 63.0 
 20+ years 163 37.0 
Age difference between spouses  <5 years 214 48.6 
 5+ years 226 51.4 
Duration of marriage <10 years 227 51.6 
 10+ years 213 48.4 
Family type Nuclear 288 65.5 
 Joint 152 34.5 
Desirable family size Median (inter-quartile range)a 4.0 4.0-4.0 
Family size Median (inter-quartile range) a 4.0 3.0-5.0 
Times of pregnancy Median (inter-quartile range) a 2.0 1.0-3.0 
Number of living male children Median (inter-quartile range) a 1.0 0.0-1.0 
Number of living female children Median (inter-quartile range) a 1.0 0.0-1.0 
Total number of living children Median (inter-quartile range) a 2.0 1.0-3.0 
Socio-economic characteristics    
Husband’s educational level Below secondary 55 12.5 
 Secondary 227 51.6 
 Above secondary 158 35.9 
Wife’s educational level Below secondary 86 19.5 
 Secondary 219 49.8 
 Above secondary 135 30.7 
Husband’s employment Unemployed/farming/other 118 26.8 
 Service/business 322 73.2 
Wife’s employment Housewife/farming/other 304 69.1 
 Service/business 136 30.9 
Gender characteristics    
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View on sole responsibility of 
female spouse in nurturing and 
caring of children 
Yes 131 29.8 
 No 309 70.2 
Time provided by husband for 
nurturing and caring of the baby 
Adequate time 166 37.7 
 Some time 128 29.1 
 Least time 59 13.4 
 Not at all 87 19.8 
Possibility of role reversal Possible 84 19.1 
 Somewhat possible 154 35.0 
 May be possible 60 13.6 
 Impossible 142 32.3 
Best carer Wife 308 70.0 
 Husband/both 132 30.0 
Decision-making characteristics    
Discussion between couple to 
maintain family size 
Yes 318 72.3 
 No 122 27.7 
Discussion on family size if spouses 
in opposition with each other 
Respondent’s decision 119 27.0 
 Spouse’s decision 60 13.6 
 Both discuss and decide 178 40.5 
 Not happened yet 83 18.9 
Decision maker of pregnancy Husband 67 15.2 
 Wife 44 10.0 
 Mutual decision 329 74.8 
Decision maker of first pregnancy Husband 48 10.9 
 Wife 28 6.4 
 Mutual decision 282 64.1 
 Casual 82 18.6 
Decision maker of birth spacing Husband 44 10.0 
 Wife 32 7.3 
 Both 364 82.7 
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Table 2: Logistic regression of current use of contraception (n=440) 
  Unadjusted Adjusted 












Demographics         
Sex Female (RCc) 1.000  0.196 1.000   
 Male 5.648 <0.001  3.107 1.759-
5.490 
<0.001 
Age group  20-24 years 
(RC) 
1.000 <0.001 0.121 1.000  0.005 
 25-29 years 2.040 0.038  1.168 0.512-
2.664 
0.712 
 30-34 years 3.612 <0.001  2.406 1.066-
5.428 
0.034 
 35-39 years 8.323 <0.001  2.345 0.863-
6.371 
0.095 







1.000  0.009    
 20+ years 0.539 0.081     




1.000  0.005    




<5 years (RC) 1.000  0.016    
 5+ years 0.636 0.021     
Duration of 
marriage 
<10 years (RC) 1.000  0.027    
 10+ years 1.792 0.003     
Family type Nuclear (RC) 1.000  0.058 1.000   





 1.789 <0.001 0.055 1.423 0.984-
2.058 
0.061 
Family size  1.414 <0.001 0.041    
Times of 
pregnancy 








 1.097 0.401 0.002    





 1.476 <0.001 0.047    
Socio-
economics  





1.000 <0.001 0.100 1.000  0.249 












1.000 <0.001 0.100 1.000  <0.001 













1.000  0.003 
 
   






1.000  0.024    
 Service/business 1.789 0.005     
Gender         
View on sole 
responsibility 




Yes (RC) 1.000  0.026    
 No 1.904 0.004     
Time provided 
by husband for 
nurturing and 




1.000 <0.001 0.067 1.000  0.032 
 Some time 1.635 0.039  1.165 0.651-
2.087 
0.607 
 Least time 1.810 0.052  2.650 1.225-
5.735 
0.013 





Possible (RC) 1.000 0.617 0.005    




0.828 0.494     
 May be possible 1.167 0.650     
 Impossible 0.818 0.474     
Best carer Wife (RC) 1.000  0.070 1.000   











Yes (RC) 1.000  0.001    
 No 0.864 0.504     
Discussion on 





1.000 0.333 0.011    
 Spouse’s 
decision 
1.167 0.628     
 Both discuss 
and decide 
0.885 0.610     
 Not happened 
yet 




Husband (RC) 1.000 0.001 0.072    
 Wife 0.148 0.001     




Husband (RC) 1.00 0.005 0.047    
 Wife 0.119 0.001     
 Mutual decision 0.464 0.015     




Husband (RC) 1.000 0.171 0.012    
 Wife 0.400 0.071     
 Both 0.832 0.566     
a Nagelkerke R square which was 0.381 for the adjusted model; b CI: Confidence Interval; c RC: 
Reference Category; bolding indicates variables chosen for adjusted model i.e. those with 
significance level <0.001 and  variable with  highest R square in the case of   potential 
collinearity. 
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Table 3: Logistic regression of ever use of contraception (n=440) 
  Unadjusted Adjusted 












Demographics         
Sex Female (RC c) 1.000  0.066 1.000   
 Male 2.795 <0.001  2.188 1.121-
4.272 
0.022 
Age group  20-24 years 
(RC) 
1.000 <0.001 0.156 1.000  0.145 
 25-29 years 2.030 0.016  0.733 0.344-
1.564 
0.422 
 30-34 years 2.367 0.004  0.691 0.279-
1.714 
0.425 
 35-39 years 4.583 <0.001  0.377 0.106-
1.342 
0.132 







1.000  0.095    
 20+ years 0.000 0.998     




1.000  0.018    
 20+ years 0.608 0.016     
Age difference 
spouses  
<5 years (RC) 1.000  0.013    
 5+ years 1.501 0.044     
Duration of 
marriage 
<10 years (RC) 1.000  0.082 1.000   
 10+ years 2.907 <0.001  1.447 0.684-
3.061 
0.334 
Family type Nuclear (RC) 1.000  0.074 1.000  0.593 





 1.918 <0.001 0.062    
Family size  1.826 <0.001 0.094    
Times of 
pregnancy 








 1.281 0.040 0.014    















1.000 <0.001 0.100 1.000  <0.001 












1.000 0.001 0.050    
 Secondary 0.316 <0.001     
 Above 
secondary 






1.000  0.008    






1.000  0.034    
 Service/business 2.120 0.001     
Gender         






Yes (RC) 1.000  0.051 1.000   




by husband for 
nurturing and 




1.000 <0.001 0.121 1.000  0.019 
 Some time 1.977 0.016  1.717 0.880-
3.353 
0.113 
 Least time 0.665 0.193  0.596 0.279-
1.276 
0.183 





Possible (RC) 1.000 0.018 0.034    




1.656 0.072     
 May be possible 3.000 0.005     
 Impossible 1.152 0.613     
Best carer Wife (RC) 1.000  0.014    
 Husband/both 1.611 0.037     
Decision-
making  






Yes (RC) 1.000  0.015 
 
   
 No 0.618 0.028     
Discussion on 





1.000 0.134 0.018    
 Spouse’s 
decision 
1.193 0.618     
 Both discuss 
and decide 
0.773 0.309     
 Not happened 
yet 




Husband (RC) 1.000 0.674 0.003    
 Wife 0.745 0.474     
 Mutual decision 0.781 0.396     
Decision 
maker of first 
pregnancy 
Husband (RC) 1.000 0.367  
0.010 
   
 Wife 0.833 0.733     
 Mutual decision 0.607 0.160     




Husband (RC) 1.000 0.115 0.013    
 Wife 0.375 0.045     
 Both 0.726 0.368     
a Nagelkerke R square which was 0.359 for the adjusted model; b CI: Confidence Interval; c RC: 
Reference Category; d Unacceptable large standard errors were experienced for husband’s age at 
marriage, presumably because only 35/440 were married in their teens; bolding indicates 
variables chosen for the adjusted model i.e. those with significance level <0.001 and variable 
with highest R square in the case of potential collinearity. 
 
